sometimes benefited by the administration of thyroid extract. Did any of these cases show mental deficiency, or microsphygmia ? Also, had they been treated with thyroid extract ?
Dr. GOFFE replied that four of his cases were exceptionally bright, and he had not been able to determine any abnormal feature in the thyroids; there was no sign of a myxoedematous condition. Both Kennett and Heenry had scarlet fever while in hospital, and in both the skin condition improved during the illness-i.e., on desquamation; but before leaving the hospital the roughness recurred. The little girl in the last two cases showed slight thyroid enlargement. Thyroid extract was tried on one of the cases while in hospital, but apparently with no definite result.
Dr. BuNCH replied that his case differed from those in Dr. Goffe's series, in that there was some degree of mental deficiency, and he was much lower in the school then he ought to be. During the last two or three weeks thyroid extract, 2 gr. three times a day, had been administered, and the mother's view was that since then the brain had been much more active. But he did not think that the drug had so far altered the skin condition much.
Case of Pulmonary Regurgitation. By EDMUND CAUTLEY, M.D. GIRL, aged 15 years, with a history of scarlet fever at the age of 9 years, when a heart affection was recognised. Last August, and again in December, she had some pain and swelling in the hands and ankles. On December 29 she took to bed, where she remained on account of shortness of breath, for which she was admitted to the Metropolitan Hospital on January 8, the pain having subsided a week previously. During her stay in hospital there has been no evidence of rheumatic fever, no fever, and no change in the cardiac signs. She is rather high-coloured, big, strong, and well developed. Her periodsoccur every two weeks. Enlargement of the right ventricle is shown by percussion, cardiogram and skiagram. Over the pulmonary area there is a long, loud diastolic murmur; most marked over the third and fourth left interspaces near the sternum, and 2 in. to the left thereof, and then rapidly lost in all directions; sometimes heard faintly along the right edge of the sternum. There is no thrill. The pulse is rather small and has no "aortic " character, and varies from 68 to 100 per minute. A blood count on February 12 yielded 5,270,000 red and 8,600 white cells. All the facts appear to support the diagnosis of simple pulmonary regurgitation, except that while the skiagram indicates displacement of the apex a little downwards and to the left as in aortic regurgitation there is no evidence of the hypertrophy usually associated with aortic regurgitation and such a loud murmur. Both the etiology and prognosis of this case are of interest. Dr. H. H. Brown, of Ipswich, writes me that he has under his charge a schoolboy with pulmonary regurgitation who appears in good condition and health, is good at all sports, and won the competition for staying under water and collecting eggs a few years ago.
DISCUSSION.
Dr. F. PARKES WEBER thought the child had mitral stenosis. The apex beat was very thumping, both on auscultating and feeling it, almost typically that met with in mitral stenosis, although with his hand he could not detect any definite thrill. The question was whether the murmur in the present case was the first part of a long diastolic mitral murmur, of which the last part was not at the present moment heard, or whether there was also pulmonary regurgitation, in which alternative the murmur might represent a " safetyvalve" escape. From the clinical point of view, he regarded the case as one of mitral stenosis. In speaking of the murmur in the present case he had at first wrongly termed it a so-called " Flint's murmur," which was the murmur sometimes heard in cases of aortic regurgitation, simulating the presence of organic mitral obstruction.
Dr. RUSSELL WELLS said he had heard murmurs in cases similar to this on more than one occasion, and at present one of the patients attending his out-patient department at the Heart Hospital had a pulmonary diastolic murmur and no other; while another had a pulmonary diastolic murmur and other murmurs also. The latter of these was of some interest. When he first saw her, about six years ago, she had a pure diastolic murmur, audible over the pulmonary area. And he made a note in the book, "? Is this a case of pulmonary regurgitation ? " Careful examination revealed no signs of aortic regurgitation. Not infrequently an aortic" diastolic murmur was heard better over the pulmonary area than over the so-called aortic area. But this was not a case of aortic regurgitation. He thought it might be pulmonary regurgitation, and watched the case carefully, having the girl brought up at intervals. In course of time a definite presystolic murmur appeared at the apex, the pulmonary murmur being sometimes present, sometimes absent. During the time she has been under observation the case bas steadily developed, the presystolic murmur has disappeared, and now she has a diastolic murmur over the pulmonary area, a systolic murmur, and a fain t early diastolic over the apex, with the pulse and all the electro-cardiographic signs of auricular fibrillation. The question arose whether the present case was similar to the one he had just described, in which, ultimately, it became obvious that one was dealing with mitral stenosis? Or was it pure pulmonary regurgitation? What accounted for the diastolic murmurs heard in cases of mitral regurgitation? He thought the murmur was produced by regurgitation through the pulmonary orifice. In mitral stenosis there was a damming back of the blood into the left auricle, and so on to the venous side of the pulmonary circuit, and there was probably increased pressure on the pulmonary arterial side. The pulmonary artery was an extremely distensile vessel; the ring was lax, and one could easily understand how in exceptional cases the pulmonary arterial valves might become incompetent through back pressure, conceivably before the force of the left auricle was sufficiently great to produce a marked presystolic murmur. That enabled one to understand why there should be a pulmonary diastolic murmur at a later stage, and a presystolic murmur as in his own case. Dr. Weber's alternative suggestion was that the murmur in the present case was produced at the mitral valve, but his own view was that with mitral stenosis the safety-valve action was the more probable explanation. He had another case, which he had watched for three years, in which there had been a murmur just as in the present case, over the pulmonary area, diastolic in time, and pulmonary in extent. In the light afforded by the first case he thought at first that mitral symptoms would supervene, but they had not done so. He was convinced that Dr. Cautley's case was due to pulmonary regurgitation; but he should not like to say whether there was concomitant mitral stenosis or not; there was no marked thrill or murmur at the present time, though it was true that the apex beat was forcible. The case should be watched, to see if signs of mitral stenosis developed later. The members should feel indebted to Dr. Cautley for bringing the case forward, especially as cases with pulmonary diastolic murmurs were distinctly rare.
Dr. CHARLES W. CHAPMAN said his experience coincided with that of Dr. Russell Wells; he did not doubt this was such a case as Dr. Cautley had described. He thought he heard a different murmur over the aortic area, but in that connexion he wished to repeat the complaint he had voiced more than once, that for heart cases there should be a very quiet room set apart; it was impossible to be sure of delicate sounds in a room occupied by crying c hildren Dr. ERIC PRITCHARD said he agreed with Dr. Cautley's diagnosis. He did not think the murmur in this case could be at the mitral orifice. If there was no leakage at the pulmonary valve, why should there be no pulmonary second sound ? And the latter fact proved that the leakage was extensive and there. fore probably the real cause of the trouble. If it were early mitral stenosis, there would be an accentuated pulmonary second sound, not an extensive leakage of this kind.
Dr. REGINALD MILLER said he knew Dr. Cautley would expect some scepticism as to the diagnosis of the case; and he would like to ask why the murmur was so loudly heard in the carotid arteries if this was a case of pulmonary regurgitation and the murmur was a pulmonary diastolic ?
Dr. G. A. SUTHERLAND said there was a very well marked diastolic murmur heard at the base of the heart. Was that due to a congenital or to an acquired lesion? Dr. Cautley did not give an opinion on that. When a pulmonary murmur occurred alone, as in this case, one's first assumption would be that it was congenital. But in this patient there was evidence of the occurrence of rheumatism, which made it probable that the lesion was acquired. With regard to the murmur, he was not familiar with this so-called pulmonary regurgitant murmur; and he thought it must be distinctly rare. The suggestion had been made in the discussion that it might have arisen from mitral stenosis. In answer to that, he would say that mitral stenosis with great enlargement of the right ventricle was common, but a pulmonary regurgitant murmur was very rare. The latter should be much more commonly met with if that idea was correct. Dr. Cautley had said there was no evidence of the hypertrophy usually associated with aortic regurgitation and such a loud murmur; but on examining the heart his (Dr. Sutherland's) impression was that the cardiac apex was distinctly extended outwards towards the left side. He thought there was some dilatation of the heart, but not much hypertrophy. He did not see why there should be hypertrophy merely because there was a very loud murmur. In fact, probably the smaller the amount of regurgitation the louder would be the murmur. With regard to the nature of the lesion, he thought it was a case of aortic regurgitation, probably due to rheumatic infection of the valve. The murmur differed from the ordinary one, in that it was conducted upwards and on both sides, but did not appear to be conducted so well downwards. It seemed to have the characteristic qualities of an aortic murmur.
Dr. CAUTLEY, in reply, said he had had the patient under his observation in hospital six or seven weeks, so that the conclusion he arrived at was not a hurried one. The chief questions were as to whether there was aortic regurgitation, or whether it was a case of mitral sten'osis with secondary pulmonary regurgitation. The history was somewhat indefinite. All he could say was, that this murmur, or some cardiac murmur, was recognised at the age of 9 years, when the child had scarlet fever. There was no reliable evidence that she had had rheumatic fever, nor was there any family history of that disease. The history of pains in hands and arms did not count for much. He was unable to conceive that a patient could have pulmonary regurgitation of such extent due merely to mitral stenosis. He had seen numerous cases of mitral stenosis, but he did not see pulmonary regurgitation at all frequently. If this child had got mitral stenosis inducing a murmur as loud as in this case one would have expected a well-marked thrill, but a thrill had never been noted.
One would also have expected the pulse-rate to have been more frequent than it was; normally here it was only 68 to 70, though under excitement it mounted to 100. The pulmonary second sound was not accentuated. And a mitral slenosis which was going to end' in the production of so much pulmonary regurgitation would certainly cause some pulmonary stasis, and the child would be subject to bronchial attacks; yet, while the child had been under observation there had never been a sign of anything wrong with the lungs. M[oreover, the size of the heart was scarcely that of a case of mitral stenosis. Though there was some hypertrophy of the right side of this heart, it was not much, and what did exist was easily explicable by the fact that there was some increased resistance in the pulmonary circulation, but not as much as would be induced by mitral stenosis. As this resistance was slight, there was, necessarily, very little-occasion for muscular hypertrophy in order to propel the blood onwards. Another point strongly against the mitral stenosis view was, that this girl was big and healthy; and his experience had been that mitral stenosis occurring in early life interfered with development. With regard to the diagnosis of aortic regurgitation, when he first examined the child he naturally assumed that was the lesion, and it was only after very careful investigation that he concluded this diagnosis was wrong. There was no capillary pulsation, and he could not hear a murmur in the main arteries of the limbs. And, in his view, the pulse was by no means characteristic. He had seen one other case of pulmonary regurgitation, and that he had been able to verify, and had shown the heart before the Society for the Study of Disease in Children.1 The girl was of the same age as this patient, and died from infective endocarditis, having been under his care on and off for five months, with a murmur identical in character and distribution with that in the present patient. In the fatal case there was a history suggesting primary pulmonary stenosis. I Rept. Soc. for Study of Dis. in Child., 1901-02, ii, pp. 45-52. Ectromelus with Absence of Pectoral Muscles on the Right Side.2 By EDMUND CAUTLEY, M.D.
FEMALE, aged 1 year. The metacarpal bones and phalanges of the right hand are absent, together with the pectoral muscles on the same side.
Dr. CAUTLEY said that the child's parents were healthy, as far as he knew, and there was no history of deformity in the family. She was the first born.
